planning will increase. At the heart of providing the care that people want when they die is in understanding the individual values, beliefs and concerns for each person. The nature of critical illness may prevent direct and effective discussions with individual patients. To ensure people receive the care they deserve and the outcome they desire, we are going to have to begin that conversation early, when capacity is intact. With an increasing number of people passing through preoperative assessment clinics each year, whom appear to be open to discussing end of life care, there is an opportunity to engage in a constructive dialogue which seeks to empower patients, reduce harm and suffering and support family members.
public inquiry that followed identified a culture that prioritized personal reputation over patient safety and well being. 1 The guilty parties were duly exposed; processes were changed, and the government told the public that such a failing of patient care would never be allowed to happen again. Over the following decade, the NHS embarked upon an unprecedented safety crusade, centred around a patient-focused ideal, and monitored and managed through a national programme of clinical governance, compliance, and external regulation. 2 This 'post-Bristol' approach was appealing, seemingly well planned, and also met in full the demands of the Bristol Heart Inquiry final report. Initial feedback was encouraging, and many hospitals were keen to demonstrate publicly their new commitment to the quality care agenda. 3 By the mid-2000s, however, signs of patient safety fatigue began to appear, as many hospitals sacrificed staff to balance their budgets in the face of mounting national financial difficulty. There seemed to be a disaster in the making, because of an explosion of statutory health-care targets combined with the need for year-on-year efficiency savings. Eventually, that disaster surfaced in 2008 at the Mid-Staffordshire Hospital NHS Foundation Trust. 4 Although reports of poor and even dangerous care had raised their heads intermittently in the years leading up to 'Mid-Staffs', it was both the sheer magnitude and extent of the medical care horror exposed by the subsequent inquiries that really shocked the world of health care. The report of the committee chaired by Robert Francis QC documented clearly repeated examples of a staff culture centred around a total disregard for patient well being and dignity; one where staff preferred to turn a blind eye rather than take responsibility; one where patients and relatives were, in the main, disempowered and helpless; and one where, if they chose to speak out, they were either ignored or vilified.
Again, the Government took immediate and decisive action, although it was probably surprised that the investigations of Francis, followed by those of Berwick, Keogh, and others, identified such an ongoing litany of evidence that the NHS was still failing its patients. 5 6 No part of the NHS seemed to be immune, with evidence of major failings not only in hospitals, but also in regulatory bodies, commissioners, and in the wider management system. Given that there seemed to be little evidence that 'top-down' regulation was capable of delivering a safe and effective model, an alternative approach was sought through radical change from within the NHS itself. Maybe a 'new order' of professional standards from the bottom up was the answer, where front-line health workers could demonstrate their desire for improvement through ownership of the delivery of quality care.
Using regulation with accreditation
It is remarkable to consider that, until the short-lived Confederation for Health Improvement was set up in 1999, there was no statutory authority tasked with inspecting hospitals routinely in the UK. The Confederation for Health Improvement was later revamped as the Health Care Commission, and then the Care Quality Commission (CQC) from 2009. A 'top-down' approach of regulation is now the principal remit of the CQC, using five standardized Key Lines of Enquiry (KLoEs) applied to eight parts of the service provided by acute hospitals. 7 The purpose of regulation is to ensure that hospitals do not decrease below a minimal acceptable set of criteria and are therefore fit for purpose. Although the CQC has adopted an outcome rating score for service providers (outstanding, good, requires attention, or inadequate), its findings remain a snapshot and do not seek actively to promote or improve quality of care prospectively. If improving the quality of patient care is also the goal, then practising front-line clinicians must contribute to the setting and implementation of professional standards. In anaesthesia, the definition of quality service provision has been laid down by the Royal College of Anaesthetists (RCoA) in Guidelines for the Provision of Anaesthetic Services (GPAS). 8 Peerreviewed benchmarking of clinical departments against such guidelines is a natural forerunner to the development of accreditation of services, providing a robust and consistent approach to quality improvement from the 'bottom up'. When used in conjunction with the 'top-down' approach, accreditation is working hand in hand with regulation. Consequently, the Royal Colleges of Physicians, Psychiatrists, Radiologists, and Surgeons have all been developing peer-reviewed programmes of accreditation and, although at differing stages of development and implementation, offer a clear guide to the likely road ahead. At the same time, the Academy of Medical Royal Colleges has joined some of these initiatives together in a multidisciplinary approach to patient care. Returning clinicians to the driving seat of patient care is now high on the quality agenda and, although a long time coming, is widely welcomed by outside stakeholders.
What is Anaesthesia Clinical Services Accreditation?
Anaesthesia Clinical Services Accreditation (ACSA) 9 is a set of standards developed from GPAS, which is a multi-author document. GPAS is based upon national guidance and recommendations from a range of stakeholders, including Royal Colleges, specialist societies, the Department of Health, NHS England, National Institute for Health and Care Excellence (NICE), National Confidential Enquiry into Patient Outcome and Death (NCEPOD), the National Health Service Litigation Authority (NHSLA) and the defence organizations. GPAS is only available on-line, enabling it to be updated yearly, and new ACSA standards are developed from the update as required. Anaesthesia Clinical Services Accreditation is organized into five domains, each with subdomains and areas containing the individual standards. Four of the domains apply to general hospital anaesthetic services, while the fifth applies to subspecialist areas and is being developed by the specialist anaesthetic societies. This ensures that the process enables peer review in the true sense. Recently, the standards have been mapped to the KLoEs used by the CQC in its new model for acute hospital inspection.
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The accreditation process is voluntary and represents the initiation of a long-term partnership between the Royal College of Anaesthetists and respective departments of anaesthesia. As departments sign up, the College hopes that a domino effect will occur and that, in the future, accreditation will become the norm. Sir Mike Richards, Government Chief Inspector of Hospitals, has stated publicly that the CQC will regard accredited departments as being of high quality. This will clearly be of interest to chief executives and trust boards when the CQC is planning a visit to their hospital. Furthermore, representatives from education and training boards have stated that they would prefer to send trainees to accredited departments; good departments train well.
At the time of writing, ACSA has generated a great deal of interest among clinical directors and those involved in the running of departments, with more than 50 hospitals at different stages of engagement. For the first time within UK anaesthesia, hospital chief executive officers, medical directors, and clinical Editorials | 651 directors can benchmark their anaesthetic service against defined quality standards. The ACSA process is one that should involve every member of the anaesthetic department, with discussion and debate resulting in a joint commitment to the process. Once agreed, the department can self-assess its compliance against the standards to identify areas of non-compliance, and work with the ACSA team from the RCoA through an onsite review to achieve accreditation.
Why become accredited?
Accreditation lasts for 4 years from the date of engagement, after which it must be renewed. This should provide an impetus to maintain quality care. Like revalidation with the GMC, however, it is designed to be a continuous process, and not a 4th year process. After accreditation is awarded, the partnership between the RCoA and department continues with frequent contact and central support from the RCoA. Local practice should adapt to ensure compliance with new standards in order to maintain accreditation status. It is anticipated that such a regular, ongoing and continuous appraisal of standard compliance (together with the incorporation of best practice adopted from other accredited departments) will lead to widespread and continuous improvements in patient outcome measures. The NCEPOD estimates that it takes up to 10 years for national recommendations to become embedded into normal health-care practice (Ian Martin -Clinical Co-ordinator NCEPOD personal communication). The RCoA estimates that this will be shortened to <2 years in accredited departments.
The future
The ACSA process will also provide in-depth, locally agreed, and up-to-date information on the provision of anaesthesia across the UK, identifying areas of best practice and common areas in need of improvement. Information from the ACSA pilot on-site reviews conducted in 2012 identified unmet standards common to a number of hospitals. The ability for ACSA to provide realtime, cross-departmental networking at a clinical director and department manager level will be an invaluable tool in ensuring the efficient and effective delivery of anaesthetic services. ACSA is helping the College to build a best practice library, accessible to participating departments to share examples of best practice, efficiency savings, and innovative service problem solutions.
The RCoA hopes to develop links with the independent sector, and BMI and Nuffield and Spire Hospitals have expressed an interest in accrediting anaesthesia within their groups. With the new status of Any Qualified Provider (AQP) 10 and the prospect of increasing numbers of NHS patients being treated in independent hospitals, it makes sense for ACSA to develop the same quality standards for anaesthesia in independent hospitals as within the NHS. Although these are still early days, the project is already beginning to pull departments together in a way that has not been possible previously. To quote Sir Bruce Keogh at the launch of ACSA on June 18, 2013, 'With this project, peer-reviewed accreditation appears to have come of age'.
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